Introduction
Social determinants of health, such as social, economic, cultural, ethnic/racial, psychological, and behavioral factors, influence the occurrence of health problems and risk factors in the population have been marked by social and health inequalities found in peripheral urban areas, and geographical and cultural locations distant from the urban centers of large and medium-sized cities in Brazil (1) .
The persistence of groups experiencing social exclusion and poverty in certain areas raises rates of social vulnerability, leading to exclusion or hindrance of access of people and groups to public services and devices, to tangible and intangible assets, and to opportunities that enable people to produce life with dignity. Exclusion or difficult access to health, income, work, education, housing, transportation or mobility, culture, leisure, a sustainable environment, and social support networks maintain health inequalities in these areas; that is, they mean that groups continue experiencing health problems and avoidable, unfair and unnecessary deaths (2) .
Studies show increased rates of social vulnerability among people and groups who often become vulnerable to poor environment, violence and certain diseases, with social determinants that may result in early death (3) (4) (5) (6) (7) .
Therefore, this study's aim was to critically reflect upon the different interpretative models of the Social Determinants of Health (SDH) and inequalities that hinder the access and rights of people to health and the challenges imposed on healthcare providers, especially nurses, while designing actions intended to fight inequality, injustice, and unequal access to health among social segments subjected to social vulnerability and extreme poverty.
Method
This is a theoretical study, the theoretical framework of which is Habermas' critical hermeneutics, which seeks reconstructive understanding based on a dialectical relationship between the explanation and understanding of the phenomenon under study (8) .
Through an interpretative process and historicalcultural contextualization, we seek to increase understanding of this topic, combining interpretation and meaning based on an approach supported on the inter-subjectivity of a dialogical relationship between distinct, though symmetrical, semantic fields of interpreted material and interpretation (9) (10) .
A bibliographical survey covering the last five years was conducted in the PubMed database to collect and select the material to be studied using the (11) .
Therefore, a hermeneutic understanding of the texts and the models that concerned the object under investigation was sought considering four constituent areas of a hermeneutic analysis: historical and cultural context; the reconstructive understanding of intelligibility; dialectical understanding of context; and the production of social critical reflection.
According to the first constituent area, the social context in which the models were produced was contextualized in historical and cultural terms.
Secondly, the empirical material was read aiming to acquire a reconstructive understanding of intelligibility different from what is intended with a given conception of reality.
In the third constituent area, a dialectical understanding is acquired of the context, in which circulate the various conceptions imbued in the studied models and the sociocultural whole in which these models are produced, so that an overview resulted from a whole indistinctly formed by its constitutive parts.
Finally, critical social reflection was possible with a view to critically update current conceptions presented in the SDH models and inequities in health were proposed with the goal to transform them, in order also to produce reflective knowledge, aiming
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to establish emancipatory social actions to overcome social inequalities.
Results
The material selected for this study was composed of the following authors cited in the 37 initial studies: Hence, the studies were grouped into different models that were historically organized and are represented by three generations, according to In this sense, neo-materialist theories highlight that a scarcity of resources that negatively impacts health results from economic processes, mainly derived from inequalities concerning income, modes of production, appropriation of production means, working relationships, and also results from political decisions that produce immense social inequality, thus impeding people from living with dignity (12) . (19) .
We can organize the models of the social conditions and processes, the health system and access to public services. We also note, however, that all these factors are conditioned by the political macrodeterminant linked to the globalization of the economy and its effects on national economies that result in ways of political organization focused on economic development at the expense of social policies (20) . there is unequal access, or even a lack of access, to human rights that ensure a minimum level of human dignity (21) .
Even if SDH
It is worth noting, however, that when we consider this definition, social inequalities are by themselves unfair, unnecessary, and avoidable because they basically constitute a lack of access to minimum conditions that enable people to have a dignified life, and, therefore, these living conditions are unequal in their essence because they are not justifiable under any aspects, as they are inhumane. They are unnecessary and avoidable because these inequalities are imputed by other human agents in their social relationships, relationships marked by inequality of (economic, political or sociocultural) power rather than natural or technological agents (e.g., biological and/or lack of knowledge or technology to overcome diseases).
www.eerp.usp.br/rlae there is a certain mismatch between the supply of actions and needs (2) .
Nurses, whose practices should be attuned to the demands and needs manifested in their territories, face many limitations, whether in terms of resources and technologies or due to their education, still strongly focused on "assistencialism" The arsenal currently available for healthcare providers is based on classical educational models, which, in addition to operating with technologies that are not sensitive to context, do not take into account the differences among communities. There seems to be only a single package of actions available for communities, regardless of their level of difficulties or needs. To overcome these challenges, however, the education of these professionals needs to provide an extended historical-social perspective (25) .
Conclusion
Stratifying a community in terms of its social risk and, therefore, taking into account its health needs, Hence, the creation of inter-sector instances, beyond the health field, combining their resources to devise public policies are needed to solve unequal access to health and enable all people in our society and the global community to fully enjoy social rights.
